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WRITE PLAINLY—USING UNFADING BLACK INK—MARKE A PERMANENT RECORD

--b'

! BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. MO, 3 ‘8 PRIMARY REG. DIST. NO.
2. USUAL RESlDENcé (%ﬁcgu %m lived.

‘ FILED MAR 23 1950

1. PLACE OF DEATH
a. COUNTY

10945

State File No

Kegistrar's Na.._..!.‘.ﬂ‘ _;b

1f institution: residence before

: MO . b. COUNTY i /é’ q\ adinimiond.

a. STATE

" b, %‘II;Y (If outside coreate limits, writs RURAL and give

c. LENGTH OF {|

¢. CITY (I auudds corporase limits, wrize BURAL and glve township)

townahipd | STAY {in chia placer
ToWN  3t, Louis T™wWN ..St. Louls s Al ‘ éf ¢
nt w J ’
d- FULL I;{PAI\:I.EOC:‘F (If not in heepltal or fustitation, eive strest address or location) )|  d. ASJA?EEETS? B % nc S L Jlan
INSTITUTION S+, Louls State Hospital (/1 8.
3. NAME OF & (First) b. (Mlddle} T (Lm) 4. DATE (Month)  (Day) (Yean
{ Tope or Print) SARAH H. PENLEY DEATH March 8, 1950
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (io years| If UNDER 1 YEAR | & UNDER & HES.
WIDOWED, DIVORCED (Specity) Iast birhday) |Montha| Days | Hours | Min.
Female !| White dow 7 Oct. 2,1861 88 l |
10a, USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or torclgn sounury) 12. CITIZEN OF WHAT
donas during moet of working lifa, sven if revired) DUSTRY COUNTRY?

Housework

Chicago, 111, [

Ilaa. FATHER'S NAME

13b. MOTHER'S MAIDEN

Charles Burt Mariasn Fro

15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURll'dTOY

NAME 14, NAME OF HUSBAND OR -nrs

5t Late Rev. Vincent Oweg

17. INFORMANT'S SIGNATURE OR NAME ADDRESS

(Yea, no,or unknawn) | (If yes, ive war or dates of aervioe)
No - Marian F., Gherman 3802a Keokuk St.
18. CAUSE OF DEATH MEDICAL CERTIFICATION . ‘ Ig‘rl"ERVAL Brrgl;_‘_iu
. Enter only onecauseper | |. DISEASE OR CONDITION 3 ¢ a Tg\
Line for (a3, (), and (¢} DIRECTLY LEADING TO DEATH*(5) Arteriosclerotic Heart Dieseasgle X
ANTECEDENT CAUSES \
2 This doca not sican : : . ne lzed Arterilosclerosig - ..
the mode of diring, such | Aorbid conditions, if any, giring DUE TO (b) Generallzed A - cler 8
02 heart failure, asthenia, | rise to the above cause (a) stating R
de. It meons the dis- the underlping couze laat - - - - .
case, infury, or complica- DUE TQ (c)
tion wohich coused death, | 1. OTHER SIGNIFICANT.CONDITIONS |
Conditions coniributing to the death but nof
related to the discase or condition causing death.
19a, DATE OF-OP.F{ROJN' ~190, MAJOR FINDINGS OF OPERATION T S ST . o | 200 AUTOPSY?
ves 0l K
21a. ACCIDENT (Bpeelty) 2)b. PLACEOF INJURY (a.g..dnorabour | 2Ic, (CITY, TOWN, OR TOWNSHIP) (COUNTY (ST
SUICIDE home, Iarm, [aotory, street, office bldg.,e10.) . @
HOMICIDE .
21d. TIME (Moath)  (Duy) (Yeat) (Houn) 2le, [INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?
oF ) WHILEAT NOT WHILE
INJURY - WORK AT WORK

19 __._,lo 18 that I last saw the deceased

21 hereby fy thot I atiended the deccased from 1=p7-47 —3=8~_, 1950,
, 1850, and thai death occurred at — 105 Am., from the causes and on the dale stated above.

3. K— (Degree or title} | Z3b. ADDRESS - lzac DATE SIGNED
a_-/r MQ_GQM o 5400, Araemaz]l St. 3/3/1950
mﬂAL CREMA- 24b. DATE 24c, I\A'HE OF CEMETERY OR CR_EMATORY 24d LOCATION (City, town, ﬂr counr.y) A(Stala)
E J 3~ ll 50 DeSoto Cemetery DeSoto, Mp.

DATE\REC'D BY LOCAI.

MRS wef™ | K

FUNERAL DIRECTOR"S 31 GMATURE "ABDRESS

L(riegshauser 4228 s.Kingshighway Bl.

({licensed Embalmet’s Statement on Reverse S-dc)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, o1 by e

................. , Student Embalmer Wo.

vorking under my persona! supervision,

Student ,e.enensns- wtssssamssancasasatanets
Student Embalmer

Licensed Embalmer No.... %007

P. O. Address N

|
Note: The above MUST BE SIGNl;I) BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with ‘
the above constitutes grounds for revocation of license.)

If this body is nof embalsmed, fact should be so stated above. T




